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severe acute carditis are arthritis and subcutaneous nodes. Chorea may
precede it, but, \vhile the heart is in such urgent distress, the choreic
symptoms, as a rule, subside.
(iV) Acute carditis in the cardiac cripple. When fresh carditis develops Acute
in a heart previously crippled by rheumatic infection, it tends to come
on somewhat insidiously, and the symptoms correspond, e\en in fata! cripple
cases, more closely to the congestive heart failure of adults than to the
acute symptoms of severe carditis as given above. Thus there will be
cyanosis, orthopnoea, enlargement of the liver, and oedema of the lungs
with perhaps ascites and oedema of the back or lees. Auricular flutter
and fibrillation are rare in childhood,
In such cases clinical evidence of fresh activity of the rheumatic
infection may be difficult to find; but, as a rule, there is a history of a
recent cold or sore-throat, and the temperature is raised. Subcutaneous
nodes should be carefully sought. On the other hand, necropsy
invariably shows fresh active carditis, and thus it may be concluded that,
even in the really crippled heart in which old damage and mechanical
embarrassment are at a maximum, renewed active cardiac rheumatism
is essential to determine the onset of cardiac failure.
(1)—Myocarditis
Damage to the myocardium is constantly present in all forms of Incidence
rheumatic carditis, from the slightest to the most severe, and it is
upon the myocardial factor that the symptoms and dangers of rheumatic Symptoms
heart disease in children depend, even when the valves and the peri-
cardium are involved. The symptoms, therefore, of rheumatic myo-
carditis are those of carditis (see p. 239) according to the various grades
of the severity of the myocardial infection. The physical signs are those
of dilatation of the heart. The deep cardiac dullness is increased to Signs
righi and left, the apex beat is displaced outside the mid-clavicular line,
the pulse is rapid and soft, and its rate remains raised even during
sleep. As the left heart dilates, the apical first sound should become
shortened, but usually by this time a mitral systolic murmur has
developed. (See also myocardium diseases, p. 277.)
(2)—Endocarditis
Endocarditis is added to myocarditis in the great majority of in-patient Incidence
cases of rheumatic carditis in children, and of the valves of the heart
the mitral is always the first to be attacked. If a second valve is involved,
it is the aortic. In severe carditis of the cardiac cripple type the tricuspid
valve may also be attacked, although clinical evidence of this is seldom
found in children. The pulmonary valve is not affected in rheumatic
carditis.
Mitral incompetence is the-first valvular lesion to develop in cases of Mitral
rheumatic carditis. In its establishment there are two factors, myocardial regur?It<*non
and endocardial. The inflammation of the cardiac muscle produces
stretching of the mitral ring; this is probably the chief factor in the
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